suMMARY Three hundred and fifty six homosexually active men were recruited in 1988 for a study by interview of sexual behaviour. Thirty two per cent had homosexual passive anal sex in the previous month and 60% in the year before interview. Anal sex and unprotected anal sex were more common with regular than non-regular partners. Heterosexual sex was reported by 4% of 
In England homosexual men constituted the first and, to date, the largest risk group for AIDS. Studies have focused on the role of homosexual anal intercourse as by far the most important mode oftransmission within this group.' Intravenous drug use has been seen as a more important route for heterosexual spread of HIV than heterosexual sex amongst homosexual men. 2 However, in view of the evidence in the United States that heterosexual cases are increasing at a faster rate than other risk groups,3 bisexual sexual behaviour needs investigation. Partly on the basis of lower rates of HIV infection found amongst bisexual compared with homosexual men, it has been suggested that "two distinct populations exist". 4 However, few studies are clear about their criteria for these two groups and they are often merged in analyses ofbehaviour. This may be because bisexuality is a particularly problematic sexual identity.5 This paper reports the extent and nature ofheterosexual sex in a sample ofhomosexually active men.
Methods and sample
The criterion tor inclusion in this study was any man who has had sex of any kind with another man in the Address for reprints: Dr R Fitzpatrick, Nuffield College, Oxford OX1 1NF, UK. Accepted for publication 30 June 1989 previous five years. The sample reported here comprises 356 men recruited from a diverse range of sources. One hundred and ninety eight men (56%) volunteered from gay pubs, clubs and gay organisations; 82 men (23%) were recruited from genitourinary clinics and 76 (21%) were referrals from those already interviewed ("snowball sampling"). Four main towns and cities were used to recruit the sample: London (52%), Manchester (21%), Oxford (13%) and Northampton (5%). Nine per cent were recruited from areas around these four centres. Interviews were conducted in 1988.
Interviews focused upon sexual behaviour in the previous month and in the previous year. Information was gathered by means of a check list of sexual behaviours and respondents were asked, in relation to the last month, to describe in detail their sexual behaviour with each of their partners in turn. Men were first of all asked about regular partners with whom they were currently in a relationship. They were then asked about other partners.
The mean age ofthe sample was 32.9 years (SD 10.7) with a range from 16 to 67. Heterosexual sexual behaviour in the previous year was considered in relation to mens' preferred sexual identity. Twenty one (57%) ofthe 37 men who had had sex with a woman identified themselves as bisexual. The other 16 (43%) had described themselves as gay. Similarly 20 (61 %) of the 33 men who had vaginal sex identified themselves as bisexual.
In order to examine the diversity of sexual behaviour in the sample three groups were distinguished: (1) Sex with a female partner was reported by 4% of men for the previous month-and 10% of men for the previous year. These figures are very similar to those obtained in a recent London clinic study of homosexual men of5% and 10% respectively.' Indeed the clinic study found that the rate of 10% of homosexual men reporting heterosexual activity in the previous year remained constant over the 3 years of the study. A much higher frequency of heterosexual activity was found in the DHSS non-clinic surveys of gay men in which 27-29% of men reported heterosexual sexual activity in the previous year. It is difficult to determine the extent to which these differences are due to variation in sampling between studies.
There is evidence that anal sexual intercourse may be an important risk factor in male to female transmission of HIV.`Studies of HIV transmission in heterosexual couples have found rates of anal intercourse that vary from 4%1`to 30%.' A particularly high rate of heterosexual anal intercourse (40%) was found amongst couples where the male partner was bisexual and it was suggested that bisexual men are more likely to engage in anal intercourse with their female partners than are men from other risk groups. ' In this study, although heterosexual anal intercourse (0) 13% (2) Genital warts 19% (59) 17% (5) 19% (3) Non-specific urethritis 36% (111) 33% (10) 50% (8) Non-'BC proctitis 4% (12) 7% (2) 13% (2) Thrush 11% (33) 17% (5) 19% (3) HIV positive/N tested 10% (13/136) 8% (1/12) 50% (5/10) 261 262 was infrequently reported for the previous year (2%) and did not occur at all in a one month period prior to interview, nevertheless 6/37 (16%) of men who had heterosexual sex in the previous year reported anal intercourse with a female partner. It was not associated with any particular sexual identity. More detailed studies of types of sexual behaviour are needed to clarify the precise mechanisms of male to female HIV transmission and the prevalence of these behaviours in populations.3 It is clear that there is no simple relationship between sexual identity and sexual behaviour. Thus one quarter of those who in the previous month had vaginal sex and one third of those who had vaginal sex in the previous year described their sexual identity as gay rather than bisexual. In the DHSS surveys also, fewer men classified themselves as bisexual than might be expected from their recent sexual behaviour.' It is important for studies of sexual behaviour to be clear about which sense ofthis term is intended in describing sample characteristics.
There is evidence from a number of studies to suggest that amongst clinic attenders bisexual men have lower rates of antibodies to HIV.41 '12 This evidence has been interpreted firstly as suggesting that gay and bisexual men may be distinct populations4 and secondly that spread of HIV to heterosexuals may be limited.'2 There are problems with both of these inferences. In many respects men who were behaviourally bisexual or who defined themselves as bisexual resembled the gay men in the sample. Most notably patterns of STDs in the three groups were similar. Also bisexual men were just as likely as gay men to have been the active partner in homosexual anal sex. Conversely many gay men had at some stage had sex with a female partner. It would require a longitudinal study to establish how stable are the sexual behaviour preferences ofthese men. In addition our data suggest that, whilst the most risky behaviour (homosexual passive anal sex) is somewhat less Fitzpatrick, Hart, Boulton, McLean, Dawson frequently reported by bisexual men, nevertheless, considerable numbers continue to put themselves at risk in this way. In this sense lower rates of HIV infection amongst men who are currently bisexual are not inevitable. Current and future behaviour patterns in response to public education will determine the extent to which differences in rates of HIV between groups continue.
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